occurs in mesenteric arteries, causing pancreatitis and bowel ischemia. In one study, this led to livedo reticularis, rhabdomyolysis, intestinal infarction, and death. 4 Paradoxical gas embolism can be seen, particularly in patients with a patent foramen ovale, in response to pulmonary artery pressure increases with CO2 injection. 7 Our patient had multiple comorbidities which may have predisposed her to serious adverse effects from CO 2 angiography, including severe cardiac dysfunction and moderate chronic obstructive pulmonary disease. It has been postulated that cardiac dysfunction can contribute to delayed or decreased clearance of CO 2 . 3 Some describe chronic obstructive pulmonary disease as a relative contraindication to CO 2 angiography because there is a theoretical risk that subsequent CO 2 retention can increase pulmonary artery pressures and cause right heart dysfunction. 2, 3 The risk of air contamination is higher using a hand injection technique, as in our case.
The differential diagnosis list for our patient's sudden hemodynamic and neurologic collapse is broad. She received no sedation, so it is unlikely to be an effect of oversedation, hypoxia, hypercarbia, or medication allergy. Her urgent left heart catheterization did not reveal any coronary artery lesions that might have caused an acute myocardial infarction. A subsequent head computed tomography scan did not reveal any evidence of acute stroke. Most likely, her decompensation was related to CO 2 angiography, given her medical risk factors and the surgeon's choice of hand injection technique and, perhaps, failure to account for her potential for delayed CO 2 clearance when timing multiple injections. This case report demonstrates the importance of intraoperative monitoring and constant vigilance even in a nonsedated patient. It is also important for the anesthesiologist to be knowledgeable on the specific risks that CO 2 angiography presents.
